Abstract
Case Report
Permission was obtained from the patient to have her clinical course published. A 21-year-old G1P1 healthy female with no medical problems or surgical history presented to her local gynecologist for removal/replacement of levonorgestrel intrauterine system (LNG-IUS) for contraceptive purposes. Her previous LNG-IUS was placed postpartum following an unplanned pregnancy five years prior. She had remained amenorrheic with the intrauterine system (IUS) and reported no issues. Upon exam, the physician was unable to visualize IUS strings. Inoffice attempts were made at removal using both an IUS retrieval device as well as an endometrial biopsy Pipelle. These attempts were unsuccessful. An ultrasound was not performed.
The patient was then taken to the operating room for hysteroscopic removal of the IUS. It was specifically documented that on inspection the IUS did not appear embedded into the myometrium. Documentation revealed the IUS was removed with a small curette after attempts with an IUS hook as well as polyp forceps were not successful. Approximately 4 hours postprocedure, the patient called her local provider and reported significant abdominal pain. She returned to the hospital for additional evaluation. On arrival, the patient was noted to have a syncopal event; vital signs included heart rate of 120 beats per minute, blood pressure of 70-80 mm Hg systolic and 30-40 mm Hg diastolic. She received 2 units of packed red blood cells (PRBC) and was taken to the operating room emergently.
A laparoscopy was performed with visualization of a massive, but stable, retroperitoneal hematoma with no active sites of bleeding. Her intraoperative hematocrit was 17%, and she received an additional 2 units of PRBC. The surgery was concluded and the patient was admitted overnight. Her postoperative hematocrit was 19%. Given continued post-operative pain and inappropriate rise in her hematocrit, the patient was transferred to our tertiary care center.
Upon arrival, she was taken emergently to interventional radiology. On angiogram, active bleeding was noted from the right uterine artery and the patient underwent successful right uterine artery embolization. She received 1 unit of PRBC postoperatively. The remainder of her hospital course was uncomplicated, and she was discharged on post-operative day 3 after her initial hysteroscopy. Her only post-procedure finding was a urinary tract infection. She was seen in follow up and started on oral contraceptive pills for contraceptive purposes.
Comment
Approximately 36%-50% of pregnancies are unintended. 1 4 Documented methods for removal of IUS with strings that are not visualized include the use of an IUS hook, curette, hysteroscopy, and, in some cases, laparoscopy or laparotomy. 5 A case series previously published also suggests that misoprostol may improve the ability to remove IUSs. 6 Upon review of the literature, this is the first report of uterine artery damage associated with removal of an IUS that was not embedded. There are, however, reports of lateral uterine perforation with hysteroscopy. Lateral uterine perforation can lead to retroperitoneal hematomas which have been managed by laparoscopy, laparotomy, hysterectomy, and, in more recent cases, uterine artery embolization. 7, 8 Retroperitoneal hematomas are a rare complication of various procedures. 9 Management of retroperitoneal hemorrhage remains controversial. Conservative management may be appropriate for the stable patient; however, a recent review suggests that interventional radiology with intra-arterial embolization should be the treatment of choice. However, it is imperative to continue to monitor these patients closely as some may develop abdominal compartment syndrome
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requiring a decompressing laparotomy. 9 This case highlights the importance of care when removing an IUS without visible strings.
